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Statement of occupatlon.—Preclse statement of

occupation is very important, so that thé- relative

healthfulness of various pursuits can be known. The-

question applies to each and every person, irrespec-

tive of age. For many occupamons a single word or .

term on the first line will be sufficient, e. g., Farmer or’

Planter, Physician, Compositer; Architect, Locomotive

engineer, Civil engineer, Stationary fireman, ate. But
in many cases, espema.lly in industrial employments,

it is necessary to know (a) the kind of work and also
{b) the nature of the business or industry, and there-
fore an additional line is provided for the latter
statement; it should be used only K when needed.

As examples: (a) Spinner, (b} Colton mill; (a) Sales-
man, (b) G'rocery, (a) Foreman, (b) Automobzlefactary .

The material worked on may form part of the second
statement. Never return “Laborer,” ‘‘Foreman,”

“Manager," "Dea.ler” ete., without more precise
specification, as Day laborer, Farm Iaborer, “Leborer— -

 Coal mine, ete. Women at home, who are engaged

in the duties of thé household only (not pald House- % “
. keepers who receive a definite salary), may: be entered " - -
as Housewife, Housework, or. At home, and children, .

not gainfully - employed as At school or AL home.
Care should be taken to report specifically the ocou-

" pations of persons engaged in domestio service for K
wages, as Servani, Cook, Housemaid, eto., If the

occupation has beén changed or given up on a.ccount

of the DIBEASE CAUSING DEATH, state occupation at

beginning of illness. If retired from business, that

fact may be indicated thus: . Farmer (retired, 6 yrs.)’
For persons who have no oceupa.tlon A whatever K

write None. L -t
Statement of cause of  death. e, firat,
" the DISEASE CAUSING DEATH (the primary affection
with respect to time and causation), using always the
gamo aceepted term for the same diseass.. Examples:
Cerebrospinal fever (the only definite gynonym-is
“Iipidemic cerebrospinal meningitis'); Diphiheria
(avoid use of “Croup”); T'yphoid fever (never report

:“Typhmd pneum';?la") Lobar ;tmeumoma. Brancho-

prneumonia (“Pneumonia,” unquahﬁed is indefinite);
T $is of lungs, memnges perttonaeum ete.,
“CiilfmAa, Sarcoma, te., of . i (ndme
origin;*Cancer"is less delin te n.vmd use of “Tumor”’
for malignant neoplasms); M. easles, Whooping cough
Chronic valvular heart disease; Chronic intersiilial
nephritis, ete. The contributory (secondary or in-

‘tercurrent) affection need not be stated unless im-

portant. Examplos Measles (disease eausing death),
29 ds.; Branchoprteumoma (seconda.ry). 10 ds.
Never report mere symptoms or terminal conditions,
such as * Asthenia,” “Ana.amla.” (merely symptom-
atie), "Atrophy,” “Collapse,” “Coma,” ‘Convul-
sions,”” “Debility” (“‘Congenital,” “Senile,” ete.),
“Dropsy,” “Exhaustion,” “Heart failure,” ‘‘Haem-
orrhage,” . “Inanition,” “Marasmus,” “Old age, ”
“Shock,”. “Ura,emla. " “Weakness‘,” ete., when a
* definite disease can be ascertained as the cause. -

© Always qualify all dlseases resulting from child-

- birth or lmsca.rna.ge, ‘ag *‘PUERPERAL seplichaemia,’
“PUERPERAL - pemomtu, ete. State . cause for
which surgical opera.tlon was : undertaken. .For '

. VIOLEKT DEATHS state MEANS OF INJURY a.nd qualify

88 ACCIDENTAL, ‘SUICIDAL,* OR HOMICIDAL, OF a8
probably such, if impossible o datermine definitely.
Examplea: Actidenial drowning; struck. by rail-
way irain—accident; Revolver wound of " head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury; as fracture of skull, and
consequences (e. g., sepsis,, tetanus) may be stated
under the head of “Contrlbutory (Recommenda~-

" tions on statement ‘of cause of death approved by
* Committes on Nomenc]a.ture of the American

- Medical Assoelatlo )
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Statement of occupation.—Precise statement of
occupation is very important, so that the relative
healthfulnesyof various pursuits can be known. The
question applies to each and every person, irrespee-
tive of age. For many occupations a single word or
term on the first line will be sufficient, e. g., Farmer or
Planter, Physician, Composilor, Architect, Locomotive

engineer, Civil engineer, Stalionary fireman, eto. But '7

fn many eases, especially in industrial employments,
it iz necessary to know (a) the kind of work and also
(b} the nature of the business or industry, and there-
fore an additional line is provided for the latter
statoment; it should be used only - when needed.
As examples: (a) Spinner, (b) Cotton mill; {a) Sales-
man () Grocery; (a) Foreman, (b) Aulomobile factory.
The material worked on may form part of the second
gtatement. Never return ‘‘Laborer,” “Foreman,"”
“Manager,” “Dealer,” ete., without more precise
specification, as Day laborer, Farm laborer, Laborer—
Coal mine, ete. - Women at home, who are engaged
in the duties of the household only (not paid House-
keepers who receive a definite salary) may be entered
as Housewife,
not gainfully employed, as A! schoel or At. home.
Care should be taken to report specifically the ocou-
pations of persons engaged in domestio gervice for
wages, as Servant, Cook, Housemaid, ste. If the
occupation has been changed or given up on account
of the DISEASE CAUSING DEATH, state oocoupation at
beginning of illness. If retired from business, that

tnct may be indicated thus. Farmer (rat:rcd, 8 yrs.)-

For persong who have no oocupation whatever,
write None, ' -

Statement of cause of death.—Name, first,
the DIBEASE CAUSING DEATE (the primary affection
with respect to time and causation), using always the
same aceepted term for the same disease. Examples:
Cerebrospinal fever {the only definite synonym ia
“Epldemic cerebrospinal meningitis’’}; Diphtheria
(avoid uge of “Croup”); Typhoid fever (never report

Housework, or At home, and children,

5T

“Typhoid pneumonia™); Lebar pneumonia; Broncho-
preumonta (‘Pneumonia,” unqualified, is indefinite),
Tuberculogis of lungs, meninges, peritoneum, eto.;.
Carcinoma, Sarcoma, 6te., ofcceeereeennnnns cernesnmesres (name
origin; ‘‘Cancer” is less definite; avoid use of *Tumor™
for malignant neoplasms); Measles; Whooping cough;
Chronic valvular hear! disease; Chrondc inlerstitiel
nephritis, ete. The contributory (secondary or in-
tereurrent) affection need not be stated unless im-
portant. Example: Measles (disoase causing death),
29 ds.; Bronchopneumsnias (secondary), 10 da.
Never report merse symptoms or terminal eonditions,
such as *“Asthenia,” “Anemia’” (merely symptom-
atie), “Atrophy,” “Collapse,” *“Coms,” “Convul-
sions,” “Debility” (* \ngenital," “Senile,” ete.),
“Dropsy,” “Exhaustion,” ‘‘Heart failure,’” *‘Hem-
orrhage,” “Insnition,” *“Marasmus,” *Old age,”
“Shock,” ‘“‘Uremia,” ‘“Wenkness," ete., when &
definite disease can be ascertained ag the cause.
Always qualify "all diseases resulting from child-
birth or misearriage, a8 ‘“‘PUERPERAL septicemis,”
“PuERPERAL perifonilis’’ eote. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANBS oF INJURY and qualify
28 ACCIDENTAL, BUICIDAL, OR HOMICIDAL, Or a8
probably such, if impessible to dotermine definitely.
Yxamples: Accidental drowning; siruck by rasl-
way lrain—accident; Rewvolver wound of head—
homicide; Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g. sepsis, felanus) may be stated
under the head of “Contributory.” (Recommenda~ ‘
tions on statement of cause of death approved by

. Committee on Nomenclature of the American

Medical Asgsociation.)

Norn.—Individual offices may add to above lst of undeair-
ablo terma and refuse to accept certificates containing them.
Thus the form in use In New York Oity states: ‘'Certificates
will be returned for additional Information which gives any of
the following diseases, without explanation, &8 ths sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage. gangrene, gastritis, erysipelas, meningitis, miscarriage,
necrosls, peritonitis, phlebitis, pyemia, septicemia, tetanus.'
eneral adoption of the minimum list suggested will work
gg provement, and {te scope can ba extended at @ later

*
ADDITIONAL BPACE FOR FPURTHRR BTATEMENTS
BY PHYSICLAN. '




